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Abstract
Antecedents of personality disorder in childhood and adolescence have been
a neglected area in ofﬁcial taxonomies of mental disorders such as the Inter-
national Classiﬁcation of Diseases or the different editions of the Diagnostic and
Statistical Manual of Mental Disorders. An evolving research ﬁeld, however,
underscores the importance of antecedents for understanding psychopathol-
ogy and personality pathology in adulthood. The current article summarizes
the history, updates reviews, and incorporates new research ﬁndings into an
integrative scheme for conceptualizing personality pathology in childhood
and adolescence. Implications of this model for assessment, future research,
and intervention are discussed.
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HISTORICAL OVERVIEW OF CHILDHOOD ANTECEDENTS
OF PERSONALITY DISORDER
The twomajor taxonomies that classify mental disorders, i.e., the tenth edition of the International
Statistical Classiﬁcation of Diseases and Related Disorders [ICD-10; World Health Organ. (WHO)
1994] and the ﬁfth edition of theDiagnostic and Statistical Manual of Mental Disorders [DSM-5; Am.
Psychiatr. Assoc. (APA) 2013, p. 645], allow thediagnosis of a personality disorder (PD) fromyoung
adulthood onward. A PD is deﬁned in ICD-10 (WHO 1994, p. 157) as: “ . . . a severe disturbance
in the characteriological constitution and behavioral tendencies of the individual, usually involving
several areas of the personality, and nearly always associated with considerable personal and social
disruption.” The DSM system (APA 2013, p. 645) describes a PD as “an enduring pattern of inner
experience and behavior that deviates markedly from the expectations of the individual’s culture,
is pervasive and inﬂexible, has on onset in adolescence or early adulthood, is stable over time, and
leads to distress or impairment.”
Although both systems were developed by independent organizations, their descriptions for
most PDs are strikingly similar at the conceptual level. Most relevant for the current review,
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however, is the fact that both systems have little to say about the nature and signiﬁcance of PD
precursors in childhood or adolescence (De Clercq & De Fruyt 2012, Widiger et al. 2009), al-
though they explicitly acknowledge that PDs do not appear out of the blue in emerging adulthood.
The present review starts from this historical taxonomic neglect of PD antecedents and further
evaluates the current status of the PD precursor research ﬁeld, highlighting a number of major
contributions from various empirical sources that have instigated many personality researchers to
disclose the nature and etiology of adult PDs.
Traditional Taxonomic Representations of Personality Disorder Antecedents
ICD-10 (WHO 2010) includes a separate chapter V dealing with the “Mental and Behavioral
Disorders” and groups the PDs in a distinct section entitled “Disorders of Adult Personality and
Behavior.” Almost parallel to this, DSM-5 (APA 2013) distinguishes within its section II ten PDs,
i.e., the paranoid, schizoid, schizotypal, antisocial, borderline, histrionic, narcissistic, avoidant, de-
pendent, and obsessive-compulsive PDs, supplemented by “other personality disorders,” including
personality change due to another medical condition, and other speciﬁed PD and unspeciﬁed PD.
Both taxonomies largely agree upon the conceptualization of PDs as categorical constructs but
slightly differ in the labels that are used to denote PDs (e.g., anankastic PD in ICD-10 versus
obsessive-compulsive PD in DSM-5). Also, the PD condition of schizotypy is not described in the
ICD PD section but rather is assigned to the schizophrenia section.
Although both systems include several chapters listing a broad set of mental disorders in child-
hood and adolescence, speciﬁc precipitants of PDs are not formally considered, except for some
vague symptoms listed in the “Development and Course” sections, such as solitariness, poor rela-
tionships, social anxiety, underachieving at school, and peculiar thoughts and language, that may
be apparent during the childhood and adolescence of patients who develop the paranoid, schizoid,
and schizotypal PDs later on. These precipitant conditions, however, are aspeciﬁc and are not con-
sidered in the diagnostic criteria sets for particular PDs (APA 2013). The only exception to this is
the diagnosis of conduct disorder that is deﬁned as a necessary preceding condition for the dissocial
(ICD) or antisocial (DSM-5) PD. In both systems, this PD is the only PD for which an explicit age
restriction is deﬁned. The introductory text of the PD section in ICD-10 does state that PDs are “
. . . developmental conditions, which appear in childhood or adolescence and continue into adult-
hood” (WHO 2010, p. 156), though it concludes that it is highly unlikely that a PD will be diag-
nosed before the age of 16 or 17 years. Likewise, DSM-5 states that PD features may becomeman-
ifest during adolescence and that if symptoms are already present in childhood, they “ . . . will often
not persist unchanged into adult life” (APA 2013, p. 647). A PD diagnosis is then considered only
in those “relatively unusual instances in which the individual’s particular maladaptive personality
traits appear to be pervasive, persistent, and unlikely to be limited to a particular developmental
stage or another mental disorder” (APA 2013, p. 647). If a PD diagnosis in childhood/ adolescence
is considered, then symptoms must have been apparent for at least one year (APA 2013).
Historically, however, DSM-III (APA 1980) did distinguish an avoidant, a schizoid, an identity,
and an oppositional disorder considered to be either early manifestations of the avoidant, schizoid,
borderline, and passive-aggressive PDs, respectively, or to show continuity with these conditions
(Widiger et al. 2009). However, these references were either dropped (schizoid and identity dis-
orders), referred to the DSM appendix (the passive aggressive PD; APA 1994), or subsumed by
other conditions (such as the avoidant disorder in childhood that was incorporated in the social
phobia diagnosis) in DSM-IV (APA 1994).
In addition, both ICD-10 and the DSM-5 include among their diagnostic entities several
childhood conditions that represent trait-like characteristics as one of their deﬁning features,
www.annualreviews.org • Childhood Antecedents of Personality Disorder 27.3
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such as for example attention deﬁcit and hyperactivity disorder (ADHD). Parallel to PDs, these
diagnostic entities have an enduring character with impairing impact for the child/adolescent
and/or his/her family and interpersonal and school environments. These phenomena, however,
are not formally listed as a PD in the respective sections of ICD-10 or DSM-5.
De Clercq & De Fruyt (2012) discussed a number of such diagnoses observable in childhood
and adolescence that qualify for these criteria, including the frequently debated ADHD diagnosis
from the DSM-5 category of “Neurodevelopmental Disorders” and the DSM-5 anxiety disorder
“social anxiety disorder/social phobia.” Although ADHD cannot be directly tied to a DSM-5 PD,
it is primarily a personality-based disorder (Martel et al. 2010) characterized by the traits of inat-
tentiveness, poor impulse control, and a lack of persistence. Evidence from a recent prospective
study has in addition demonstrated that childhood ADHD symptoms uniquely predict later bor-
derline personality pathology (Stepp et al. 2012a), perhaps reﬂecting their interconnectedness at
a certain latent trait level.
Symptoms of social anxiety disorder/social phobia, on the contrary, can be directly linked
to indicators of the avoidant PD, whereas more dissocial disorders, such as Asperger syndrome,
have features in common with the schizoid PD (Cohen et al. 2005). The latter examples suggest
that these pathologies probably reﬂect a single-spectrum disorder instead of representing separate
diagnostic entities that are taxonomically classiﬁed in different ICD-10 chapter sections orDSM-5
categories (Cohen et al. 2005, Rettew 2000). De Clercq & De Fruyt (2012) therefore argued that
new taxonomic conceptualizations of personality pathology (Clark 2007, Widiger & Clark 2000)
should be able to describe such maladaptive trait patterns at different developmental phases, but
not by inventing new categorical concepts or by expanding the number of PDs, but rather by
exploring alternative conceptualizations of personality pathology.
From hindsight, the reservations of ICD-10 and the different DSM editions to make formal
diagnoses of PDs before adult age are understandable given the legitimate concern regarding the
use of diagnostic labels for denoting mental disorders that have a stigmatizing character, at an age
when personality is thought to be “under construction.” It can further be argued that diagnosing a
(personality) disorder in developmentally sensitive periods such as adolescence is generally more
difﬁcult because one has to differentiate symptoms indicative of (personality) pathology from tran-
sient expressions of normative (personality) trends at an age stage that is known for a lot of turmoil
(De Fruyt &De Clercq 2012). For emotional disorders, for example, ICD-10 explicitly states that
“ . . . many emotional disorders in childhood seem to constitute exaggerations of normal devel-
opmental trends rather than phenomena that are qualitatively abnormal in themselves” (WHO
2010, p. 214). In the context of considering borderline PD in adolescence (Chanen&Kaess 2012),
for example, this implies that assessment practitioners will face the difﬁcult task of differentiating
transient symptoms as an expression of normative development from those indicative of a latent
emotional instability. Finally, early personality pathology precipitants were historically not con-
sidered because of a lack of coherent knowledge on antecedent conditions and their signiﬁcance
for understanding PDs exhibited in adulthood (Cohen 2008, Widiger et al. 2009a), hindering the
further elaboration of PD antecedents in the leading diagnostic taxonomies.
The Children in the Community Study
The Children in the Community Study (CIC; Cohen&Cohen 1996) has been a landmark project
for the exploration of developmental antecedents of personality pathology (Cohen & Crawford
2005, Cohen et al. 2005) in terms of identifying risk factors for later personality pathology and the
assessment of the predromal signs in childhood. The study was originally started by Kogan et al.
(1977) to examine the need for social services in mothers of a random sample of 1- to 10-year-old
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children in two New York counties. Cohen and colleagues conducted a ﬁrst follow-up in 1983
and expanded the scope to the assessment of early Axis I psychopathology by administering the
Diagnostic Interview Schedule for Children (Costello et al. 1984) to adolescents and their moth-
ers. They also assessed a series of contextual variables (Cohen et al. 2005). The second follow-up,
when participants were in their mid-adolescence, covered a description of DSM-III-R (APA 1987)
PD criteria modeled after an initial version of the Structured Clinical Interview for DSM-III-R
PDs (Spitzer & Williams 1986). Additional follow-up assessments were conducted, aligning the
assessment indicators with the new diagnostic criteria of DSM-IV (APA 1994) PDs. At the age of
33, participants were clinically assessed with the Structural Clinical Interview for DSM-IV disor-
ders (First et al. 1997). The CIC study did show some weaknesses, given the difﬁculties to select
age-appropriate indicators of personality pathology, to make these sets of indicators comparable
across time, and to align these indicators with the different DSM editions and diagnostic crite-
ria. Nevertheless, the achievements and contributions of the CIC study were major, describing
a series of results and key principles that have substantially contributed to our understanding of
developmental personality pathology.
The innovative ﬁndings of the CIC study stimulated the research area of PD precursors, with
a ﬁrst phase of research that focused on PD constructs in childhood and adolescence that were
primarily deﬁned for adults, sometimes after slightmodiﬁcations to adapt the items to the behavior
exhibited by the age groups under consideration. An overview of the DSM-related measures that
have been used to assess personality pathology in younger age groups is provided by Shiner
(2007), whereas Tackett et al. (2009) and De Fruyt & De Clercq (2012, 2013) have provided
comprehensive overviews of the studies that adopted either comprehensive measures or examined
speciﬁc PDs in preadulthood. These reviews are complemented by two excellent special journal
issues on this subject compiled by Development and Psychopathology (Cicchetti & Crick 2009) and
the Journal of Psychopathology and Behavioral Assessment (Tackett 2010).
Normal Personality Development Research
An important research line that has indirectly contributed to the emerging area of personality
pathology antecedents is work done in the domain of normal child and adolescent personality
development. Digman and colleagues (1963) were the ﬁrst to show that the Big Five dimensions
of extraversion, agreeableness, conscientiousness, neuroticism/emotional stability, and intellect
(Goldberg 1990) were also evident in teacher ratings of children ages 4 to 12. Building upon
this seminal work, Kohnstamm et al. (1998) conﬁrmed that these ﬁve dimensions also served
as an adequate framework to accommodate parental free descriptions of children’s personality.
Mervielde & De Fruyt (1999) and Halverson et al. (2003) subsequently represented the content
enclosed in free descriptor sets that were compiled in Belgium and the United States, respectively,
into the Hierarchical Personality Inventory for Children (HiPIC; Mervielde & De Fruyt 1999,
Mervielde et al. 2009) and the Inventory of Children’s Individual Differences (ICID; Halverson
et al. 2003).
The HiPIC assesses ﬁve major factors, i.e., emotional stability, extraversion, imagination,
benevolence, and conscientiousness, to account for the speciﬁc nature of the content enclosed in
free descriptions, whereas identical labels as speciﬁed for the ﬁve-factor model (FFM) were used
to label the ICID domains. Both inventories further identiﬁed a number of lower-order facets
that structured the content of the parental free descriptions. Tackett et al. (2014a) examined
the relationships between these two inventories in a community sample of Ontarian youths
ages 6 to 18 and showed convergent correlations across the FFM dimensions ranging from 0.56
(neuroticism) to 0.87 (conscientiousness), uncorrected for unreliability. Parallel to ﬁndings in
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adults, considerable rank-order stability of FFM traits has been observed in adolescence, in both
general (De Fruyt et al. 2006) and clinical (De Bolle et al. 2009) samples, with speciﬁc normative
change patterns described for adolescent boys and girls (McCrae et al. 2002).
John and colleagues (1994) further explored the nomological network of the FFM [derived from
California Child Q-sort ratings (Block & Block 1980)] in adolescent personality, highlighting the
FFM’s potential to advance our understanding of broad dimensions of psychopathology such as
internalizing and externalizing behavior assessed with the Child Behavior Checklist (Achenbach
1991). Neuroticism (positively) and conscientiousness (negatively) turned out to be associated
with internalizing problems, whereas externalizing behavior was related to low agreeableness and
conscientiousness as well as to high extraversion. Parallel ﬁndings were obtained by Van Leeuwen
and colleagues (2004a) based upon HiPIC and Child Behavior Checklist relations, and by Tackett
et al. (2014a), who inspected HiPIC/ICID-short version (S) (Deal et al. 2007) and Child Behavior
Checklist associations. The HiPIC dimensions signiﬁcantly outperformed those of the ICID-S in
terms of explaining variance in both internalizing (52% for the HiPIC versus 35% captured by
the ICID-S) and externalizing (59% versus 46%) pathology.
The evidence on the validity of the FFM in younger age groups as well as the fact that the
FFM was demonstrated to be a useful model for describing personality pathology in adulthood
(Samuel &Widiger 2008, Saulsman&Page 2004,Widiger &Mullins-Sweatt 2009,Widiger et al.
2002) inspired researchers to examine the relationships between the FFM and PD measures in
adolescence. De Clercq & De Fruyt (2003) and De Clercq et al. (2004) administered either the
authorized Dutch/Flemish translation of the revised Neuroticism-Extroversion-Openness Per-
sonality Inventory-Revised (NEO-PI-R) (Costa & McCrae 1992, Hoekstra et al. 1996) or the
HiPIC (Mervielde & De Fruyt 1999), together with the Assessment of DSM-IV Personality Dis-
orders questionnaire (ADP-IV; Schotte et al. 2004), to two independent groups of adolescents.
Strong parallels were observed between adulthood and adolescence at the FFM domain level, with
a convergent pattern of positive correlations with neuroticism and a consistently negative pattern
of associations with the remaining FFM dimensions [see also De Fruyt & De Clercq (2013) and
De Clercq & De Fruyt (2012) for extensive reviews]. Meanwhile, Tromp & Koot (2009) have
provided additional conﬁrmation for parallel associations between alternative dimensional repre-
sentations of PDs, operationalized by theDimensional Assessment of Personality Pathology–Basic
Questionnaire (DAPP-BQ; Livesley 1990) and DSM-IV PDs. Together, these studies point to
similar associations between general andmaladaptive traits from adolescence to adulthood, under-
scoring the signiﬁcance of conceptualizing a life-span perspective on PDs within one overarching
structural framework.
Construction of Age-Specific Taxonomies of Childhood
Personality Disorder Manifestations
The studies on normal personality structure in childhood and the evidence on the relations of
childhood FFM traits with PD measures have introduced a new perspective on how to deﬁne
the domain of personality pathology, moving researchers to start a bottom-up investigation on
the structure of maladaptive traits in childhood and adolescence. This approach is the reverse
of the exclusive top-down applications that imported adult PD measures for use in adolescents
(e.g., DAPP-BQ-A; Tromp & Koot 2008) and has created a new avenue for exploring whether
age-speciﬁc operationalizations of personality pathology result in a divergent underlying trait
structure.
Following such a bottom-up strategy, De Clercq et al. (2006) started with the compilation of
a set of maladaptive indicators of personality pathology notable in childhood and adolescence,
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including maladaptively formulated variants of the lexically based HiPIC items.1 The adoption
of a top-down strategy further complemented this set of indicators by adding items from adult
personality pathology instruments that were judged applicable in adolescence. The resulting set
of 172 items was administered to parents of children and adolescents from the general population
and a clinical sample. The variance turned out to be best represented by a four-dimensional struc-
ture, including emotional instability, introversion, disagreeableness, and compulsivity factors, that
explained 48% of the variance. Both the number and the nature of these factors closely resembled
dimensional models of personality pathology deﬁned for adults, such as the three-dimensional
Schedule for Nonadaptive and Adaptive Personality (SNAP; Clark 1993), which includes the pos-
itive and negative emotionality and constraint dimensions, and the DAPP-BQ (Livesley 1990),
which includes emotional instability, introversion, disagreeableness, and compulsivity. De Clercq
et al. (2006) further examined the lower-order structure of personality pathology in childhood and
adolescence and compiled the Dimensional Personality Symptom Item (DIPSI) pool, assessing
the previous main factors and 27 speciﬁc personality facets. In addition, they constructed a marker
set of traits for research purposes that includes three core facets per domain.
The availability of a measure speciﬁcally designed to assess maladaptive traits in childhood and
adolescence generated a number of studies that underscore the importance of considering a trait
perspective when studying psychopathology at younger ages and PDprecipitants in particular. For
example, De Clercq et al. (2010) demonstrated how speciﬁc DIPSI facets may help to characterize
dimensions of autism symptoms in a sample of 194 children ages 6 to 14 years with a formal DSM-
IV diagnosis of autism or Asperger syndrome or pervasive developmental disorder–not otherwise
speciﬁed. Aelterman et al. (2010) showed how the DIPSI explained variance beyond general trait
operationalizations in obsessive-compulsive PD in adolescence.
Modeling Personality and (Personality) Pathology Associations
Considerable progress has been made in the conceptualization and modeling of the relationships
between personality and broad dimensions of psychopathology (De Bolle et al. 2012, Krueger
2005), such as internalizing and externalizing pathology as assessed by the Child Behavior Check-
list (Achenbach 1991). To the extent that personality problems are (partly) covered by these broad
descriptive dimensions, such models may also advance our understanding of developmental an-
tecedents of PDs. Different views exist on how personality and different forms of psychopathology
may relate (De Bolle et al. 2012).
First, the vulnerability model assumes that individuals have one or more traits that increase the
probability of developing later psychopathology. For example, trait neuroticism is a well-known
vulnerability factor for developing later depression. Likewise, neuroticism may be considered a
liability for manifesting borderline PD symptoms in adulthood (Skodol et al. 2002).
The pathoplasty/exacerbationmodel assumes that the course andmanifestation of (personality)
pathology is affected by general trait variance, where both pathology and general traits may have a
different origin and/or emerge at different moments in development. For example, the expression
of borderline traits may be affected by the individual’s standing on the interpersonal dimensions
of extraversion and agreeableness.
The pathoplastymodel contrasts with the complication/scarmodel, describing lasting effects of
psychopathology on traits. For example, panic attacks and phobias in adolescence may undermine
1Maladaptive items of the HiPIC imagination factor were not written because it was judged to be difﬁcult to transform
imagination items into maladaptive variants.
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and affect adolescents’ self-conﬁdence scores, contributing to neuroticism. Evidence for such
reciprocal effects of personality on personality pathology (pathoplasty) and vice versa (complica-
tion/scar) has been described in longitudinal studies on PDs in adulthood (Warner et al. 2004),
but similar inﬂuences may exist in preadulthood (see also our conceptual model described below).
Finally, traits and personality pathology may form continua, where general and maladaptive
traits form a spectrum due to shared underlying factors, with a higher probability of dysfunction
manifestations at the extremes of the trait dimensions. For example, very high scores on the con-
scientiousness dimension may be manifested in features of the obsessive-compulsive PD, whereas
elevated agreeableness scores may be indicative of dependent personality pathology. In a sample
of 1,569 twin pairs ages 9 to 17, Tackett et al. (2014b) showed that variance in negative emotion-
ality, assessed with the Child and Adolescents Dispositions Scales (Lahey et al. 2008), overlapped
substantially at both the phenotypic and etiologic levels with a general factor of psychopathology,
underscoring the concept of a spectrum between a broad personality factor and a psychopathology
factor. The idea of a broad general factor of psychopathology has gained importance as a means
to model psychopathology co-occurrence across development (Lahey et al. 2011), including the
representation of personality pathology in adulthood (Trull et al. 2013). At the operational level,
however, the spectrum model is difﬁcult to distinguish from the continuity model, which refers to
phenotypic covariation between traits and personality pathology within and across time without
making assumptions on the nature and etiology of this covariation. Although there is no consensus
on the preferred model for an optimal understanding of trait–psychopathology relationships, all
models have contributed to unraveling the complex association of traits and pathology.
PERSONALITY PATHOLOGY RESEARCH IN CHILDHOOD
AND ADOLESCENCE: TOWARD AN INTEGRATIVE MODEL
A number of recently published reviews discuss developmental antecedents of personality pathol-
ogy (De Clercq & De Fruyt 2012; De Fruyt & De Clercq 2012, 2013; Shiner 2009; Tackett et al.
2009; Widiger et al. 2009). Building upon these reviews and additional recent evidence, in this
second section we discuss four key points that are relevant for a comprehensive understanding of
personality pathology antecedents and pathways to PDs in adulthood: (a) developmental trends in
personality pathology; (b) the signiﬁcance of the equiﬁnality andmultiﬁnality principles (Cicchetti
& Rogosch 1996); (c) the (neuro)biological and genetic underpinnings of personality pathology,
including gene-environment interactions and correlations; and ﬁnally (d ) trait-activation theory
(Tett&Burnett 2003).We integrate these key points into a dynamic explanatory trait-basedmodel
of emerging personality pathology. This conceptual model incorporates the previously described
etiological models on trait–psychopathology relationships and is further helpful in charting a four-
step assessment process of personality pathology. The model also facilitates the use of different
informants to describe both the nature and the severity of personality symptoms and identiﬁes
areas of intervention to prevent trait manifestations from developing into maladaptive patterns.
Developmental Trends in Personality Pathology
TheCIC researchers described a number of developmental trends, showing that the highest preva-
lence rates of PD symptoms were during early adolescence, followed by linear declines until the
age of 29 ( Johnson et al. 2000); these declines continued until the age of 38 for histrionic and
narcissistic symptoms. Johnson et al. (2000) framed these ﬁndings as normative declines in im-
pulsivity, attention seeking, and dependency in association with greater maturity and self-control.
Beyond these normative declines, however, Johnson et al. (2000) also found individual variability,
with 21% of the participants in the CIC study showing increases in PD symptoms. Parallel to
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normal personality development and independent from overall mean-level declines over time, the
results also indicated signiﬁcant differential continuity, with high-scoring individuals remaining
the most vulnerable over time as reﬂected in their enduring high scores across assessment points
(Crawford et al. 2005).
These prospective ﬁndings on PD symptoms (as operationalized by the DSM) in younger age
groups are almost exclusively described by theCIC study,making it difﬁcult to verifywhether these
trends are replicable across samples.This replicability of stability and changeﬁndings, however, is a
crucial issue because stability is traditionally assumed to be one of the key elements that distinguish
a personality-related problem from another mental disorder (APA 2013). It is important to note
that the lack of replicability results not only from a paucity of research that has focused on the
longitudinal course of PD symptoms but also from differences in operationalizations of the PD
construct.
From a categorical perspective, the above-mentioned ﬁndings of the CIC study suggest that
there is evidence of signiﬁcant instability of PD symptoms across time, but these ﬁndings may to
some extent also be explained by threshold effects associated with a categorical PD operational-
ization or with symptomatic changes that may result in shifts toward other diagnostic categories
(Krueger 2005).When described dimensionally, there is evidence that personality pathology is far
less instable, a ﬁnding that can be framed in the two-component model that has been proposed
by Clark (2007) and elaborated for borderline PD by Zanarini and colleagues (2005). This model
identiﬁes both stable and ﬂuctuating symptoms within PD diagnoses and may offer an explanation
for the diversity in stability ﬁndings of personality pathology across age groups. In this framework,
the more stable aspects of personality pathology can be understood as temperamental symptoms
that are linked to genetic and biological mechanisms, whereas the more ﬂuctuating characteristics
are embedded within learning and developmental processes (Skodol et al. 2005). These tempera-
mental symptoms can be hypothesized to have a trait-like character andmay therefore be described
within a dimension-oriented framework from childhood onward.
Studies of adults have indicated that the use of a dimensional approach for examining the
longitudinal behavior of personality pathology generally results in ﬁndings of a higher stability
of personality pathology symptoms over time. However, almost no studies exist on the mean-
level behavior of personality pathology traits in younger age groups. De Clercq et al. (2009) have
demonstrated in a prospective study that the two-year course of age-speciﬁc maladaptive traits is
characterized by a similar maturation principle as in adulthood, showing small but signiﬁcant de-
clines of personality pathology over time and thus indicating a gradual movement toward greater
personality maturity. From an individual perspective, the results showed that children with high-
scoring proﬁles of personality pathology appeared to be at higher risk of continuing this PD
vulnerability over time, whereas rank-order analyses indicated a signiﬁcant continuity across one-
and two-year time intervals. A recent meta-analysis by Ferguson (2010) has broadened this evi-
dence on the rank-order stability of early maladaptive traits and demonstrated that PD symptoms
are moderately stable in childhood, followed by an increase in stability during early adolescence,
and ﬁnally a peak in stability around the age of 30. Various studies have similarly suggested that
the rank-order stability of borderline personality disorder traits during adolescence is high and
similar to the stability found in adulthood (Bornovalova et al. 2009, Lenzenweger 1999).
The Developmental Principles of Equifinality and Multifinality
Developmental pathway studies have shown that substantial variability exists in growth trajectories
of childhood psychopathology across time, including aspects of both homotypic and heterotypic
development that shape early maladaptation toward adult personality pathology, other mental
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disorders, or a healthy condition. Two principles that may help frame these variabilities are equi-
ﬁnality and multiﬁnality (Cicchetti & Rogosch 1996). The concept of equiﬁnality indicates that
multiple childhood conditions may precede a single adult outcome, whereas multiﬁnality reﬂects
the idea that a single childhood condition may develop into diverse adult outcomes. These princi-
ples have been discussedmainly in studies that focus on phenotypic expressions of psychopathology
(e.g., Broeren et al. 2013, Penney & Moretti 2010, Rudolph et al. 2013), and they have unraveled
some of the complexity of human development by empirically showing that various vulnerability–
outcome relations throughout development can be understood as manifestations of the same
principles. Although this evidence has created a more systematic descriptive framework for un-
derstanding the wealth of ﬁndings on developmental psychopathology, it remains a dense task
to theoretically deﬁne how personality develops owing to the interactive contributions of various
environmental aspects as well as the biological inﬂuences on our individual differences system.
The (Neuro)Biological and Genetic Underpinnings of Personality Disorders
Recent technological developments in the area of genetics and neurobiology have created the
opportunity to advance research on PD antecedents at the biological level. Although the belief in
the biological basis of personality can be traced back to the ancientGreeks, only recently has science
been able to empirically examine how genes and biological systems, including brain function and
the role of neurotransmitters, account for phenotypic behavior from childhood onward. A recent
and comprehensive overview on this biological basis (Rettew 2013) made four important notes
regarding the interpretation of the biological roots of personality.
First, although different areas of the human brain are connected to particular functions, the
manifestation of traits (and related to this, trait pathology) involves the networking of multiple
regions; in other words, there is no one-to-one relationship between a speciﬁc brain region and a
certain trait. An area of particular interest with regard to personality symptoms is the amygdala,
which is responsible for emotion regulation. The amygdala has been consistently hypothesized
to be related to the trait negative emotionality (Canli 2008), one of the key trait components
across various personality disorders. It is important to understand, however, that studying the
functional connectivity of the amygdala with other brain regions, such as the anterior cingulate
cortex, provides a more realistic perspective on how emotion dysregulation problems are reﬂected
at the biological level (Rettew 2013). This has been recently illustrated by Ormel and colleagues
(2013), who showed that elevated scores on neuroticism are characterized at the biological level
by weaker connectivity between the left amygdala and the anterior cingulate cortex.
Second, reducing the etiology of psychiatric disorders such as PDs to an imbalance in neu-
rotransmitters or hormones (Rettew 2013) harms the complex reality. However, a number of
neurotransmitters have been speciﬁcally identiﬁed as etiological factors involved in the develop-
ment of PDs, including dopamine, serotonin, and noradrenaline. Although the biopsychological
models that associate these neurotransmitters with personality have a strong heuristic value (Paris
2005), much more research is required to explore their speciﬁc role as well as their connection
with the genes that encode for the neurotransmitters and their functioning.
Third, many biological determinants of temperament or personality have been proposed pre-
viously as important etiological factors of psychiatric disorders, potentially suggesting that the
interconnection between normal and abnormal personality development is also signiﬁcant at a
neurobiological or genetic level. For example, from a continuum perspective on the trait–disorder
relationship it has been demonstrated that the genetic inﬂuence of the temperamental trait that
represents the conscientiousness domain is the same as the genetic liability to develop ADHD
(Goldsmith et al. 2004). As reviewed in Rettew (2013), similar common genetic or biological
27.10 De Fruyt · De Clercq
Changes may still occur before final publication online and in print
A
nn
u.
 R
ev
. C
lin
. P
sy
ch
ol
. 2
01
4.
10
. D
ow
nl
oa
de
d 
fro
m
 w
w
w
.a
nn
ua
lre
vi
ew
s.o
rg
by
 U
ni
ve
rs
ity
 o
f G
en
t o
n 
01
/2
9/
14
. F
or
 p
er
so
na
l u
se
 o
nl
y.
CP10CH27-DeFruyt ARI 11 January 2014 16:30
underpinnings for traits and speciﬁc disorders have been found in adult twin studies, suggesting
that the etiological roots of traits and disorders have a commonality that is reﬂected at the most
essential level of human nature.
Finally, genetic and environmental components that contribute to the expression of traits are
not distinct but rather are highly interconnected, as mirrored in gene–environment correlations
(McGowan et al. 2009) and gene–environment interactions (Belsky & Pluess 2009, Dick 2011,
Ellis et al. 2011, Rutter 2012, Wilkinson et al. 2013). In this respect, a common misperception
exists that genes and environment have only an independent impact on personality development;
in contrast, there are multiple paths through which they appear to inﬂuence traits and disorders.
When focusing on the etiology of PDs, it is important to consider these interactive and correla-
tional mechanisms between environment and genes or neurobiological substrates as well as the
direct effect of environment on genes or brain function that are related to traits. Such research
has been termed “epigenetics” and was recently used to examine environmental effects on gene
expression involved in the development of stress regulation, one of the key areas related to several
PDs. The interrelatedness of biologically based traits with environmental aspects should also be
broadened to include the concept that the expression or manifestation of traits can be triggered
by certain environmental aspects, as outlined in trait activation theory.
Trait Activation Theory
Children’s and adolescents’ characteristic ways of thinking, feeling, and behaving do not deploy
in a vacuum and need to be considered in their interpersonal and broader situational context.
These contextual factors have been mainly ignored in trait psychology, although recently a grow-
ing research ﬁeld has examined reciprocal inﬂuences between characteristic manifestations, their
underlying traits, and situational factors. Although personality traits have shown strong genetic
underpinnings, situational inﬂuences cannot be excluded. Apart from situational main effects, such
inﬂuences may be important for at least three different reasons.
First, given their genetic make-up, individuals may seek out environments that are compatible
with their traits; in this case, the situation contributes to personality stability. For example, a
sensation-seeking, irritable, and rule-breaking youngster may be attracted by street gangs andmay
cultivate externalizing and other forms of deviant behavior in an attempt to gain control of a city
neighborhood. Second, contexts may positively or negatively reinforce children’s and adolescents’
behavior patterns, and the study of such contingencies may lead to a better understanding of an
individual’s development and current (problematic) functioning. For example, an intellectually
gifted adolescent scoring low on achievement motivation may exhibit a downward career track in
secondary school andmay end up in even less-challenging learning environments, further affecting
his intellectual development. Third, contexts may trigger certain behavior that was dormant in
the child’s or adolescent’s personality, and (mal)adaptive behaviors may pop up under speciﬁc
conditions of stress, strain, or fatigue.These three examples illustrate thatwe need a developmental
model that captures complex trait–situation relationships from childhood onward.
In an effort to understand job performance, industrial and organizational psychologists Robert
Tett and Dawn Burnett (2003) introduced a personality trait–based interactionist model that can
be easily adapted to advance our knowledge of developing personality pathology in childhood and
adolescence. From the perspective of emerging personality pathology, this model has three core
assumptions.
First, traits and environmental factors may have main effects on characteristic manifestations
(behaviors, feelings, and cognitions). Second, these manifestations may be appraised as either
adaptive or maladaptive, depending upon the child’s or adolescent’s developmental stage.
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Figure 1
Integrative model of personality pathology precipitants. Note: Arabic numerals indicate paths in the model; Roman numerals refer to
steps in the assessment process. Abbreviation: DSM-5, Diagnostic and Statistical Manual of Mental Disorders, ﬁfth edition.
Characteristic manifestations must be evaluated as (in)appropriate or (mal)adaptive, taking into
account the developmental tasks that are deﬁned in three areas: functioning at home (family),
functioning among peers (social/interpersonal), and functioning at school. Third, factors in
the environment may trigger or activate latent personality tendencies that are expressed in
particular behavior, feelings, and cognitions and may hence function as moderators of the basic
tendencies–characteristic manifestations relationship. The amended and extended model of Tett
& Burnett (2003, p. 503, ﬁg. 1) is described in Figure 1. Its constituting elements and paths
are further described referring to numeric indices and are graphically represented by full lines
in Figure 1. Deviations from Tett and Burnett’s model to make it appropriate to the study of
emerging personality pathology are explicitly mentioned.
Traits have a strong genetic origin, and their biological underpinnings have been the focus of
intense research (Path 1 in Figure 1). They represent latent dispositions, also entitled basic ten-
dencies in the ﬁve-factor theory (McCrae & Costa 1996), that cannot be directly assessed but that
have to be inferred from characteristic behaviors, feelings, and cognitions that are manifestations
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of these underlying traits. Path 2 forms the core of this trait-based analysis of emerging personality
pathology and shows that basic tendencies have main effects on characteristic manifestations, i.e.,
the behavior, feelings, and cognitions that children/adolescents exhibit at a particular moment.
According to this path, basic tendencies mediate the child’s biological structure and his/her be-
havioral, emotional, and cognitive characteristic manifestations. We also added a reciprocal path
(Path 3) to indicate that enduring changes in characteristic manifestations are indicative of per-
sonality change, as well as a direct path from the genetic and biological basis to characteristic
manifestations (Path 4), because not all biological inﬂuences are mediated by traits.
Path 5 refers to main effects from the environment on the characteristic manifestations in chil-
dren and adolescents. The key environmental components identiﬁed inTett and Burnett’s original
model are replaced by developmentally appropriate contexts including family (e.g., relationships
with parents and siblings; parental behavior), the social/interpersonal environment (relationships
with peers and friends), and the school setting. The developmental life tasks that are speciﬁed
for youths are closely intertwined with functioning in each of these environmental arenas. For
example, family-related factors such as depression or a borderline diagnosis of the mother may
have a direct impact on the child’s characteristic manifestations via the family climate2 (Herr et al.
2008). Likewise, attitudes, habits, and role expectations within a child’s peer group may inﬂuence
the child’s behavior (Dishion & Tipsord 2011), and the school setting may impact the child’s
well-being (Konu et al. 2002). This relationship is further bidirectional, as the child’s charac-
teristic behaviors, feelings, and cognitions may also directly inﬂuence the environment (Path 6).
For example, children exhibiting externalizing behavior challenge their environment in terms of
rearing and manageability skills (Burke et al. 2008).
Beyond these main effects, environmental factors may further act as activators of basic
tendencies that lead to speciﬁc manifestations of behavior, feelings, and cognitions (Paths 7a).
These three contexts hence act as moderators of the trait-characteristic manifestation path,
triggering, for example, speciﬁc trait vulnerabilities or interacting with certain trait expressions
and thus molding the way speciﬁc behavioral patterns, feelings, and cognitions are phenotypically
expressed. Van Leeuwen et al. (2004b), for example, demonstrated that parental behavior
moderated the relationship between a child’s personality and the level of problem behavior,
suggesting that disagreeable children are especially at risk to develop problem behavior when
parents act in a negative controlling way. Laceulle et al. (2012) showed that stressful events
moderated normative personality development in adolescence. The same contexts may also mod-
erate Path 4, impacting direct biological inﬂuences on characteristic manifestations (Paths 7b).
In a related vein, these trait-activation examples can be understood as person–environment
interactions that can be framed within the differential susceptibility paradigm, indicating that
individuals differ in their (neurobiological) susceptibility to their environment in regulating
environmental effects on adaptation or maladaptation (Ellis et al. 2011).
Tett & Burnett (2003) distinguish between behavior at work and job performance, the latter
referring to the appraisal of the behavior in terms of desired work outcomes. This distinction
also applies to the evaluation of children’s characteristic manifestations, which may be interpreted
as functional or dysfunctional. Behaviors, feelings, and cognitions are not necessarily adaptive or
maladaptive as such, although they require an evaluation against the normative tasks and expec-
tations that are linked to the speciﬁc developmental stage of the child. An evaluation of whether a
characteristic manifestation is either adaptive or maladaptive, including an estimate of its severity,
needs to be made separately (Path 8). The three speciﬁed environmental contexts further identify
2Note that there may be also a genetic path via inherited traits.
www.annualreviews.org • Childhood Antecedents of Personality Disorder 27.13
Changes may still occur before final publication online and in print
A
nn
u.
 R
ev
. C
lin
. P
sy
ch
ol
. 2
01
4.
10
. D
ow
nl
oa
de
d 
fro
m
 w
w
w
.a
nn
ua
lre
vi
ew
s.o
rg
by
 U
ni
ve
rs
ity
 o
f G
en
t o
n 
01
/2
9/
14
. F
or
 p
er
so
na
l u
se
 o
nl
y.
CP10CH27-DeFruyt ARI 11 January 2014 16:30
additional sources of information, i.e., parents, peers, and teachers, to provide ratings on symptom
content and dysfunction severity. In order to be evaluated as maladaptive, we suggest that char-
acteristic manifestations will need to be stable across more than six months and have a pervasive
impact. This period of stability is explicitly shorter than that for the adult proposal [i.e., one year
as indicated by APA (2013)] and can be advocated from the much more rapid development of
children in comparison with adults.
The major path between traits and characteristic behaviors, feelings, and cognitions (path 2),
incorporating potential moderating effects of the environment (Paths 7a), forms the heart of the
trait-activation process. Together, these different paths form an intrinsic reward structure (Path 9)
for the child/adolescent because the opportunity to give expression to one’s traits, eventually mod-
erated by environmental factors, is experienced as intrinsically rewarding, and a lack of fulﬁllment
dissatisﬁes the organism (Allport 1951). These contingent associations cumulate in a characteristic
set of behaviors, feelings, and thoughts contributing to the identity of the child/adolescent.
The appraisal of the characteristic behavior, feeling, and cognition patterns, based upon the
functioning of the child or adolescent within the three environmental contexts, also leads to ex-
trinsic rewards (Path 10). Such extrinsic rewards may be either positive or negative and further
affect the intrinsic reward structure (Path 11). The total reward structure, including intrinsic and
extrinsic elements, further affects the characteristic manifestations and eventually contributes to
their continuity or change (Path 12). This integrative model can be further extended to direct
paths from the environment to the reward structure in order to explicitly incorporate motiva-
tional applications, and to paths between the environment and the biological basis to account for
gene-environment correlations and interactions impacting characteristic manifestations [see, e.g.,
work by Nederhof et al. (2010) showing that effortful control was predicted by the interaction
among brain-derived neurofactor val66met, 5HT-transporter-linked polymorphic region, and
childhood adverse events, or the seminal work of Caspi and colleagues (2002) demonstrating that
genotypes can moderate a child’s sensitivity to abuse.] In order to keep the model parsimonious
and transparent, these paths are not explicitly drawn in Figure 1.
This trait activation–based model of personality pathology accommodates all previously de-
scribed etiological models to explain trait–psychopathology relationships. The vulnerability and
continuity models can be described along Paths 2 and 7a, suggesting direct or moderated effects
of traits on characteristic manifestations that are judged dysfunctional, whereas complication or
scar effects are modeled via the reciprocal Path 3. Factors beyond traits, either biological or envi-
ronmentally based, may further affect characteristic behaviors, feelings, and cognitions, and this
expression may be colored by the presence of traits. In order to accommodate such pathoplasty
effects, additional paths have to be included in Figure 1, starting from traits to Paths 4 and 5.
PROPOSAL FOR AN INTEGRATIVE PERSONALITY ASSESSMENT
IN CHILD AND ADOLESCENT DIAGNOSTICS
A major advantage of the neglect of PD precursors in ofﬁcial descriptive taxonomies of mental
disorders is that it leaves open the road for suggestions on how to conceptualize, map, and assess
developmental trajectories of emerging personality pathology. Unlike for personality pathology
in adulthood, there is no established diagnostic system with a variety of academic and professional
proponents and opponents. At the same time, recent discussions on the conceptualization of PDs
in adulthood (Skodol 2012, Widiger et al. 2009b) and the current review and integrative scheme
provide directions on how precipitant PD conditions may be conceptualized.
Given the difﬁculties with categorical diagnoses in adulthood and the reluctance to use stigma-
tizing diagnostic labels in childhood and adolescence, it is probably more appropriate to provide
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a description of personality traits for younger age groups that may be evaluated as problematic
instead of relying on PD categories. The proposed integrative model demonstrates that manifes-
tations of (conﬁgurations of ) traits are not necessarily maladaptive per se, although they may be
dysfunctional under particular circumstances and/or in particular life phases.
De Fruyt and colleagues (2009b) and Wille et al. (2013) recently illustrated this point in
adulthood, showing that increased scores on FFM PD compounds were associated with desired
outcomes, suggesting that “dark traits”may also have positive outcomes.Wille et al. (2013) showed
concurrently, but also across a 15-year time span, that individuals with increased scores on theFFM
borderline, schizotypal, and avoidant PD compounds had less favorable intrinsic career outcomes,
reﬂected in lower job and career satisfaction and higher perceived job stress, but also that those
with antisocial and narcissistic tendencies obtained higher positions and greater salaries. Although
these results are based upon anonclinical group, thiswork illustrates that, whenusing a trait system,
impairment cannot be assumed automatically but rather needs to be considered speciﬁcally and
dynamically. The label “dysfunction” instead of “disorder” probably better captures this necessity.
Finally, an assessmentmodel proposed for the description of personality pathology precipitants
in childhood and adolescence needs to be congruent with its adult counterpart so both approaches
can be easily aligned into an integrative assessment model for personality pathology across the life
span. Rather than focusing on a risk assessment for speciﬁc PDs as listed in section II of DSM-5
(APA 2013), we advocate an assessment in terms of a description of a set of broad personality
traits, complemented with an assessment of (dys)function or severity. This proposal is further in
line with alternative calls to assess PDs in adulthood (Widiger & Mullins-Sweatt 2009, Widiger
& Samuel 2005), which has also been suggested for ICD-11 (Tyrer 2012, 2013) and is included in
section III of DSM-5 (APA 2013, pp. 761–781) to be the subject of further research and evaluation.
Trait Assessment
In the run-up toward DSM-5, Widiger et al. (2009b) proposed a dimensional model that uses
general and maladaptive trait measures to describe personality pathology in adulthood. The ﬁrst
step in this proposed assessment cycle involves a description on a comprehensive general trait
measure followed by an evaluation of meaningful deviations on one or more of the main person-
ality dimensions. Consistent with the continuity/spectrum hypothesis, deviations can be either
meaningfully beyond or above the mean. This ﬁrst assessment phase has to identify those individ-
uals with extreme scores on general traits who require additional evaluation using measures that
are speciﬁcally designed to tap into more maladaptive personality descriptive content, such as the
DAPP-BQ (Livesley 1990) or the SNAP (Clark 1993).
An analogous two-step assessment for younger age groups can be proposed using the NEO-
PI-3 (De Fruyt et al. 2009a, McCrae et al. 2005), which has been shown to be applicable in
adolescence, or theHiPIC (Mervielde et al. 2009) or ICID (Halverson et al. 2003) as broad general
trait inventories for children. These can be supplemented in a second step by trait measures that
better differentiate in terms of potential maladaptive descriptive content, such as the DAPP-BQ-
Adolescent Form (Tromp & Koot 2008), an adolescent version of the Schedule for Nonadaptive
and Adaptive Personality for Youth (SNAP-Y; Linde et al. 2013), or the DIPSI (De Clercq et al.
2006), which was speciﬁcally designed for children.
DSM-5 (APA 2013) has imported the DSM-IV-TR (APA 2000) PDs and their diagnostic
criteria, although it also included a trait model referred to in section III that requires further eval-
uation and research. One operationalization of this model, the Personality Inventory for DSM-5
(PID-5; Krueger et al. 2012), represents a higher-order structure of ﬁve major dimensions la-
beled as negative affectivity, detachment, antagonism, disinhibition, and psychoticism, with a set
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of 25 lower-order traits provisionally mapped onto this ﬁve-factor structure. De Clercq and col-
leagues (2014b) recently examined whether this DSM-5 trait system is also useful in preadulthood,
and they administered the PID-5 to adolescents. The results showed that the scales had gener-
ally acceptable-to-good internal consistencies but that the higher-order structure differed slightly
from the adult structure, perhaps due to developmental issues.
Finally, an extreme score on a general trait or even on a trait tapping into more maladaptive
content is not pathological or dysfunctional in itself, so in linewith the integrativemodel advocated
previously, judgments on severity need to bemade separately from the description of characteristic
manifestations in step 3. Ultimately, this distinction is more conceptual than operational because
both overlap to some extent (Bastiaansen et al. 2014). From an assessment point of view, however,
we suggest including a separate evaluation of “dysfunction” in step 3 given that such appraisal
includes a contextualized evaluation of the child’s or adolescent’s behavior, taking into account
his/her interpersonal network and current life tasks.
Categorical Recapitulation
This primary three-step trait-based process can be supplemented with a fourth step to produce
a translation of trait scores into a DSM-5 categorical diagnosis. Such an additional step involves
the grouping of traits into meaningful clusters of traits relying on cut-off scores. Different options
are available to use such a trait-based system for the diagnosis of PDs, and within DSM-5 (APA
2013) two possible avenues have been suggested. A ﬁrst option is to identify heightened scores
on a set of traits that are considered prototypical for six speciﬁc PDs, namely the schizotypal,
antisocial, borderline, narcissistic, dependent, and obsessive-compulsive PDs. The second route is
a PD trait-speciﬁed diagnosis, with elevated scores demonstrated on one or more of these higher-
order personality dimensions, or speciﬁc facets within these domains, considering all higher-
order dimensions. In both options, before a PD can be diagnosed, elevations on traits should be
accompanied bymoderate-to-extreme impairment in personality functioningmanifested in two or
more of four areas, including identity, self-direction, empathy, and intimacy (APA 2013, p. 762).
De Clercq et al. (2014a) recently examined the validity of the trait conﬁguration suggested for the
borderline PD prototype (APA 2013, pp. 766–767) in adolescence, providing ﬁrst evidence for its
validity. Much work remains to be done, however, to improve and validate such trait groupings
for adults (Samuel et al. 2013) and to determine whether these can be extended to youths.
Paradigm Shift
This four-step assessment process using trait dimensions can be easily projected onto the inte-
grative trait-activation scheme, with step 1 (broad screening at the FFM level; indexed by Roman
numeral I in Figure 1) of this procedure positioned conceptually at the basic tendency/trait
level, although operationally to be inferred from overt behavior, feelings, and cognitions because
traits are latent dispositions that cannot be observed directly. Step 2 (indexed by II), involving
a more ﬁne-grained description using trait measures representing potentially more maladaptive
trait variance (such as DIPSI, PID-5, SNAP-Y, DAPP-BQ-A), is also positioned at the character-
istic manifestation level although it falls conceptually and empirically under the umbrella of the
FFM (De Fruyt et al. 2013, Gore & Widiger 2013). The assessment of dysfunction and severity
(step 3, indexed by III) is captured by the arrow pointing from the environmental sources of trait-
relevant cues onto Path 8, resulting in a dysfunction and severity rating, eventually split up per
area (family, social, or school). Finally, if clinicians wish to obtain a categorical DSM-5 diagnosis
in those instances that meet all speciﬁed criteria, then traits can eventually be regrouped into PD
prototypes (step 4, indexed by IV).
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It should be clear, however, that we basically advocate a description of children and adolescents
in terms of a broad set of traits (steps 1 to 3) rather than arguing to systematically consider the
adoption of step 4. This paradigm shift in personality and personality pathology assessment in
youths is crucial for four reasons. First, it avoids labeling young people with stigmatizing diagnoses
of difﬁcult-to-treat and severely impairing disorders whose conceptual status has been heavily
discussed in past years (Widiger & Clark 2000).
Second, this paradigm transference may also help to decrease the number of other childhood
diagnoses that are so far not considered as PDs but show a clear association with personality traits
(e.g., ADHD), avoiding diagnostic inﬂation or epidemics of psychiatric fads (Frances & Widiger
2012). For example, the ADHD category has different subtypes (Frick & Nigg 2012), and some
children who are diagnosed with ADHD may simply demonstrate behavior that is indicative of a
more elevated standing on general trait measures.
Third, the expression of personality (in development) does not appear in a vacuum and hence
is not context free. The implication is that assessment will also need to consider the environment
in which the child/adolescent is growing up and that may serve as a trigger and/or reinforcer
of certain personality manifestations. The previously described integrative scheme for emerging
personality difﬁculties creates the opportunity tomodel and study such developmental trajectories.
Finally, this shift toward trait descriptions rather than categorical PD diagnoses also opens
possibilities for focusing on strengths instead of describing a child only in terms of vulnerabilities
or deﬁciencies.
CHALLENGES AND OPPORTUNITIES FOR THE DOMAIN
OF PERSONALITY PATHOLOGY PRECIPITANTS
The current review closes with a number of suggestions for future research lines that may advance
this promising ﬁeld.
Revisiting the Artificial Distinction Between Temperament and Personality
Early observable differences among toddlers and young children have been traditionally denoted
as differences in temperament in the developmental psychology literature, with various models
that differ in terms of the number and nature of the dimensions that are proposed. The absence of a
consensus among temperament researchers on the basic dimensions of temperament prevented for
years an in-depth study of the associations between temperament measures and psychopathology.
Inspired by the consensus and especially the scientiﬁc progress that the FFM brought to the
personality ﬁeld, the International Consortium for the Study of the Developmental Antecedents
of the Five-Factor Model (Kohnstamm et al. 1998) used a classiﬁcation framework to structure
parental free descriptions of children’s personality, consisting of the FFM complemented with
categories referring to temperament constructs such as rhythmicity and independence. When the
content enclosed in this lexical classiﬁcation framework was represented, it became clear that it
was not tenable at an operational level to distinguish between a so-called temperament and a
personality item.Moreover, a growing literature indicated that FFM traits were also observable in
younger age groups (Digman 1963, Mervielde et al. 1995), showed a certain stability across time
(De Fruyt et al. 2006), and were strongly biologically driven. These results led Caspi et al. (2005)
to the conclusion that temperament and personality traits are more alike than different and that
the two terms could be used interchangeably.
These claims were supported by a classiﬁcation analysis by Mervielde & Asendorpf (2000)
accommodating the temperament models of Thomas & Chess (1977), Buss & Plomin (1975),
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Rothbart &Derryberry (1981), andGoldsmith&Campos (1982) in the FFM structure. The FFM
scheme showed that neither agreeableness nor openness/intellect was well captured by tempera-
ment constructs, despite the fact that agreeableness is a prominent trait in the childhood/adolescent
personality literature (Graziano & Eisenberg 1997) and is important in understanding different
forms of externalizing behavior from childhood to adulthood (Decuyper et al. 2009; Van Leeuwen
et al. 2004a,b).
Support for this conceptual analysis was provided byDe Pauw et al.’s (2009) empirical examina-
tion of the overlap between the dimensions of theHiPIC (Mervielde et al. 2009) and three different
temperamentmodels. Although this research suggests that temperamentmeasures include speciﬁc
variance to understand psychopathology beyond the FFM, this research is constrained to one per-
sonality inventory (i.e., the HiPIC) that represents the active personality-descriptive vocabulary
of parents. The lexical approach, although important, is only one way to deﬁne the domain of
personality differences, and its limitations have been recently demonstrated in the discussion on
the validity of the HEXACO personality inventory model. A reanalysis of these data (Ashton et al.
2004) demonstrated that even lexical researchers had difﬁculty identifying a neuroticism/emotional
stability factor (De Raad et al. 2010), a key dimension of personality that is represented in most
personality theories.
Taken together, it is clear that the distinction between temperament and personality reﬂects
semantics more than substance, so it is probably time to merge these two ﬁelds. As it stands now,
the FFM seems to be the model par excellence to adopt in our integrative developmental scheme
of emerging personality pathology.
Expanding and Psychometrically Redesigning Current
Childhood/Adolescent Trait Measures
The currently available measures to assess more maladaptive personality traits in childhood/
adolescence are certainly not optimal from either a taxonomic or a psychometric point of view,
particularly when they need to be applied in the previously described assessment process. First,
personality pathology inventories that were developed for adults and adapted for use in adoles-
cence, such as theDAPP-BQ-A (Tromp&Koot 2008) or the SNAP-Y (Linde et al. 2013), provide
no guarantees that they adequately represent those maladaptive traits necessary to sufﬁciently tap
all early signs of personality pathology observable in children or adolescents, taking into account
the concepts of equi- and multiﬁnality. Given their top-down application to young age groups,
one cannot exclude that trait constructs have to be assessed differently or that some traits are
simply missing. In addition, the DIPSI (De Clercq et al. 2006) did not have a separate factor and
facets tapping into the oddity domain (Chmielewski & Watson 2008) in its initial form. At the
time of the construction of the item pool, the authors decided not to write maladaptive variants of
the items enclosed in the intellect, creativity, and fantasy facets of the HiPIC imagination factor.
Today, however, a module covering the oddity domain in childhood and adolescence has been
developed (Verbeke & De Clercq 2014) and includes trait facets such as oversensitivity to feel-
ings (four items), extreme fantasy (ﬁve items), daydreaming (seven items), and odd thoughts and
behavior (six items).
Whereas these drawbacks are mainly taxonomic, the second concern is more psychometric
because almost all of these instruments are mainly constructed using traditional psychometric
methods focusing on unidimensionality and internal consistency. Given the central importance
of adequately positioning an individual on different trait dimensions, more advanced data analytic
techniques are required in order to select those items that systematically cover the full range
of a trait dimension, including enough items that differentiate at the low and the high ends of
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the respective dimensions. Promising exemplary research on how such objectives can be met for
assessing personality pathology in adults was conducted by Simms and colleagues (2011) in the
Computerized Adaptive Assessment of Personality Disorder project and by Stepp et al. (2012c),
who integrated normal and maladaptive trait measures. Although we see much beneﬁt in such
integrated assessment approaches in cases with strong indications of personality pathology, we
still advance a distinction in the two-step process between general and more maladaptive traits
for broader screening purposes because a general trait inventory is broadly applicable and can
screen for extreme scorers on trait dimensions using neutral and nonoffensive language/item
content. Only individuals scoring beyond a certain threshold on general traits can be assessed
more speciﬁcally, resulting in a considerably smaller number of children/adolescents who require
more clinically oriented assessment, either via interview or supplementary questionnaire.
Integrating Person-Centered Approaches
Most of the research reviewed in this article is variable oriented, i.e., the structure of traits is
studied across individuals. An alternative approach is a person-centered analysis, which examines
the grouping of traits within individuals. In these analyses, one explores groups of individuals
with similar trait patterns. The ﬁeld of personality psychology has a longstanding tradition of
person-centered work, resulting in three to four replicable types that have been derived from
ratings on general trait measures in both childhood and adulthood (Asendorpf & van Aken 1999).
These prototypes have been labeled as resilient, overcontrolled, and undercontrolled.The resilient
type represents individuals with desirable FFM trait positions, i.e., low on neuroticism and with
moderate-to-high scores on the other FFM domains, whereas the overcontrolled type groups
people who are more introverted and neurotic. The undercontrolled cluster includes people with,
on average, low scores on agreeableness and, to a lesser extent, conscientiousness. Each of the three
trait types is uniquely related to adaptation or dysfunction over time, with systematically higher
risks for the over- and undercontrolled types to develop psychopathology (Van Leeuwen et al.
2004a). Overall, these person-centered studies learned that it is useful to look at conﬁgurations of
traits that naturally occur in the population.
Such person-centered approaches have also been applied to maladaptive trait models in adult-
hood (Eaton et al. 2011), with a wide range of resulting cluster or latent class patterns that seemed
at ﬁrst difﬁcult to link with existing PD symptom categories. Rather than calling for a moratorium
on person-centered research, we encourage additional work taking into account the following
recommendations. First, the strong data-driven nature of the analyses that are used to derive types
reduces the importance of replicability of person types across samples. In addition, the signiﬁcance
of prototypes should not be evaluated against diagnostic categories such as the categorical DSM-5
PDs, which are themselves contested. More important is that prototypes are clinically meaning-
ful and above all demonstrate predictive validity in terms of treatment indication and prognosis.
Third, an often recurring problem is that some of the resulting latent classes reﬂect a similar trait
conﬁguration, though with varying intensity of the trait levels (see, e.g., De Clercq et al. 2012),
like salsas that range from mildly spicy to medium and hot.3 Such results suggest that there is a
common factor, probably reﬂecting symptom severity, that obscures a more differentiated pattern
popping up at the style level. In sum, we think that person-centered analyses should receive more
attention from a clinical point of view because they examine the interplay between traits at the
3We thank Dr. Robert Althoff for suggesting this analogy.
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individual level, much as a clinician examines a child from a holistic point of view (De Clercq et al.
2012).
Focusing on Early Intervention
Given that personality stability increases with age (Caspi et al. 2005), it is reasonable to suggest
that characteristic manifestations of personality are more malleable in childhood and adolescence.
Relatedly, therapeutic efforts may have the largest effects during these early life stages. The do-
main of interventions targeted at developing personality difﬁculties, however, is one of the most
understudied for reasons that can be understood from the issues raised above. At this point, the
introduction of the integrative model that has been outlined may help to identify objectives for in-
tervention during the developmental process of personality pathology. First, interventions can be
directed at environmental aspects that may directly impact characteristic manifestations (Path 6),
such as a parenting supportive program in families with mothers who are diagnosed with bor-
derline personality disorder. Such programs stimulate positive parental skills, including warmth,
nurturance, and responsiveness, and have been systematically related to more positive childhood
outcomes (Stepp et al. 2012b). Schaeffer & Borduin (2005) have demonstrated that multisystemic
therapy in violent juvenile offenders resulted in long-term reduced criminal activity. A second type
of intervention may be directed at the moderation (Paths 7a) of sources of trait-relevant cues and
of the effect between traits and characteristic manifestations. For example, an intervention may be
targeted at identifying and coping with stressful triggers at school so that children with a highly
neurotic disposition have a reduced risk of developing overanxious behavior in contexts where they
have to perform. From a similar interactional perspective, Stoltz et al. (2013) further showed that
conscientiousness moderated the short-term effects of a school-based intervention for preventing
externalizing behavior, whereas extraversion moderated both short-term and long-term effects.
Although this intervention was primarily targeted at the level of the school, these results suggest
that personality descriptions of the target group may help to identify prognostic information.
A third potential therapeutic objective is to intervene at the level of the reward structure and
to focus, for instance, on desired positive/negative extrinsic rewards that contribute to a child’s
expression of his/her personality traits. Finally, interventions can be centered on the environ-
ment itself and can focus on the selection of environments that create a better ﬁt with the child’s
personality. This goodness-of-ﬁt may in turn lead to an evaluation of the child’s characteristic
manifestations as less maladaptive. From a strictly medical model, interventions can also be di-
rected at the path that goes from biology toward characteristic manifestations, suggesting that
psychopharmaca may reduce the impact of disturbed neurotransmitter systems on speciﬁc behav-
ior or feelings, for instance. Reliable studies on the effect of psychopharmacological interventions
in PDs are still scarce, however. Much more research is needed in this regard before a speciﬁc
medical intervention policy for younger age groups can be considered.
Finally, moving from intervention to prevention, maladaptive trait trajectories may also be in-
ﬂuenced by interventions that focus on general population samples. Raine and colleagues (2003),
for instance, have convincingly shown that a nutritional, educational, and physical exercise en-
richment program in a general population sample of young children was associated with lower
scores on schizotypal traits and antisocial behavior.
CONCLUSIONS
The diagnosis of PD in young individuals is an extremely delicate issue because for years an aca-
demic and clinical culture has associated this label with unchangeability. The revolutionary shift
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away from PD as a rather stigmatizing diagnosis and toward its description in terms of under-
lying dimensional trait components not only has made personality difﬁculties in general more
workable psychiatric conditions but has also gradually created a more progressive perspective
on the developmental processes that precede the adult manifestations of personality pathology.
However, the number of players in this ﬁeld is small, possibly because the main resources of re-
search funding continue to focus on the adult psychiatric ﬁeld of personality pathology, where
an established framework has been structured to study disturbances in personality. This lack of
a conceptual framework for understanding personality problems in younger age groups may be
an additional reason why many personality researchers have been reluctant to focus their studies
on PD precipitants. The present review aims to advance this ﬁeld and proposes an integrative
model of personality pathology development in childhood or adolescence that incorporates vari-
ous mechanisms of personality development that have been proven empirically valid and relevant.
We hope that an increasing number of clinicians will be inspired to recognize personality difﬁ-
culties in younger age groups as essential constructs of interest after taking under consideration
(a) the growing evidence of the predictive validity of early personality problems for a variety of
psychosocial outcomes, (b) the biological origins of personality difﬁculties, along with their con-
nection with general traits and the similarity of their longitudinal behavior in comparison with
that deﬁned for adults, and (c) the efﬁcacy of early intervention programs.
SUMMARY POINTS
1. The study of antecedents of personality disorder in childhood and adolescence is an
established research ﬁeld.
2. Personality differences and emerging personality difﬁculties in childhood and adoles-
cence are preferably examined and described along the dimensions of the ﬁve-factor
model to avoid categorical personality disorder diagnoses or descriptions on an amalgam
of temperament constructs.
3. A three- to four-step assessment process of personality pathologyprecipitants is proposed.
4. An integrativemodel of personality pathology precipitants for childhood and adolescence
is available now; it accommodates different etiological models of trait–psychopathology
relationships, identiﬁes major environmental inﬂuences, and pinpoints targets of early
intervention.
FUTURE ISSUES
1. Longitudinal research starting in childhood is needed inwhichdevelopmental trajectories
are mapped using comprehensive general and maladaptive trait measures, including a
detailed assessment of environmental factors.
2. Studies on the effects of early intervention programs should be a priority.
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